Multiple pleural biopsies (up to 10) were taken with the Abrams needle through a single aspiration site in 55 patients with pleural effusions. A definite positive or suggestive pleural biopsy diagnosis was made in 33 patients (60 %). In 32 of the 33 patients the pathological abnormality was confined to only a proportion of the biopsies. Pleural biopsies were positive or suggestive in 26 out of 36 patients (72%) eventually shown to have tumour and seven out of eight patients (88 %) with tuberculosis. Small pneumothoraces occurred in four patients and surgical emphysema in two.
The standard method of using the Abrams pleural biopsy "punch" is to take one biopsy during a single aspiration and if this is negative to repeat the procedure later at a different site.1-3 Lowell4 has advocated multiple biopsies, up to three through the same site, on the basis that this may improve the likelihood of a histological diagnosis, but this has not been tested in a clinical trial. The present study was designed to assess prospectively the value of multiple pleural biopsy during a single aspiration procedure.
Methods
Fifty-five patients (29 men, 26 women, age range 26-90 years) presenting consecutively with pleural effusions to a district general and a specialist chest hospital were studied. Pleural biopsies were obtained with an Abrams needle by four operators only, using an identical technique. Initially fluid for cytology was withdrawn through a venepuncture needle. Usually five biopsies (range two to 10) were then taken through the same puncture site, the Abrams needle being withdrawn each time. Successive biopsies were made in slightly different positions radially around the inferior and lateral margins of the puncture site. In patients with thin chest walls a firmly held swab was applied between biopsies to prevent a pneumothorax. The pleural effusion was subsequently aspirated through the Abrams needle. The 271 biopsies were sectioned and stained with haematoxylin and eosin in the standard manner.
They were sectioned at three levels, except for 11 biopsies in which only two sections containing pleura could be made. For the purposes of the study all the biopsies were examined in random order by a single pathologist who was unaware of the source of each section. The biopsies were divided into three categories: (1) histologically diagnostic, or positive, (2) suggestive of a diagnosis, and (3) negative.
In the first group either easily recognised malignant tumour was seen or tuberculosis diagnosed. Occasionally the tumour could be classified as squamous, oat cell, or adenocarcinoma but more often, no more information than "anaplastic carcinoma" could be given. Tuberculosis was diagnosed when typical granulomata with Langhans' giant cells and caseation were seen. All three had to be present but the presence of acid-alcohol-fast bacilli was not a prerequisite for this diagnosis. In In two more recent series the diagnostic pick-up rate with the Abrams needle has been, for tuberculosis and carcinoma respectively, 71 % and 40%6 and 88% and 40%.7 In the present series the diagnostic pick-up rate includes patients with both positive and suggestive pleural biopsy diagnosis and as this differentiation was not made in the other series there may not be strict comparability. However, in every case the suggestive diagnosis was used as a working diagnosis and in every case ultimately proved to be correct. One series in which both positive and suggestive pleural biopsy diagnoses have been combined is that of Hampson 
